SYNOPSIS A neurilemmoma presented as an expanding lesion of the bodies of C6 and C7 vertebrae and caused local neurological signs together with a spastic paraparesis. This tumour was treated by preliminary posterior fusion, followed by its complete removal via an anterior approach and stabilization by anterior spinal fusion. Other cases in the literature are reviewed and discussed.
Thus, the investigations showed an osteolytic lesion in the bodies of C6 and C7 vertebrae, crossing the C6/7 intervertebral disc space and causing an extrathecal block. The slow progression and lack of other constitutional disturbance suggested that it was probably benign and the preoperative diagnosis was an aneurysmal bone cyst.
TREATMENT As excision of the two affected vertebral bodies carried a risk of collapse of the spinal column a posterior fusion to stabilize the cervical spine was carried out on 1 March 1974. Two bone grafts (each 8 cm x 1 cm) were taken from the right iliac crest and wired into place on either side of the spines and laminae of C5 to Ti vertebrae. Three weeks later the patient was allowed home to wait until this fusion had become solid. She was readmitted on 8 May, nine weeks after the posterior fusion and she was neurologically unchanged. On 16 May, under general anaesthesia, using controlled respiration and with the patient in the supine position, a pair of Crutchfield callipers was placed on the skull for skeletal traction. A left supraclavicular incision was made in a skin crease, as for an anterior interbody fusion, the anterior aspects of the C6 and C7 vertebrae were exposed and the site of the C6/7 disc space was confirmed by a lateral radiograph taken after a needle had been put into it. As the paravertebral muscles were dissected off the anterior aspect of the bodies of C6 and C7 vertebrae an avascular, greyishbrown, nodular tumour (2.5 cm x 2.0 cm) was seen protruding in places through the bone. The demarca- To prevent flexion of the neck, light skeletal traction (1 kg) was applied for four weeks. During this time her spastic paraparesis receded and serial lateral radiographs of the neck showed that the graft remained in good position. Then over 10 days she was mobilized using a Plastazote collar and, in late June, a soft collar was substituted to restrict flexion of her neck. It then became possible to see the graft in both oblique and lateral radiographic projections and these showed it to be in good position (Fig. 6) Cohen et al. (1964) were in the sacrum. A solitary myeloma deposit is more difficult since this may occur in a vertebra without the disturbances of plasma proteins found in multiple myelomatosis. This was the case in 12 of the 20 patients described by Griffith (1966) .
This, therefore, leaves the aneurysmal bone cyst, the osteoid-osteoma, and the chordoma, with the very remote possibility, because of the long history and lack of constitutional disturbance, of a metastatic deposit. Both the osteoid osteoma and the aneurysmal bone cyst are more common in men than women and tend to appear before the age of 30 years (MacCarty etal., 1961 (Friedmann, 1944; Hensley, 1953; Hart and Basom, 1958) .
Neurilemmoma must arise from the nerve sheaths and over half these tumours in man occur in the mandible (Jaffe, 1958; Owen, 1969; Spjut et al., 1970) . This has been attributed to the long intraosseous course of the mental branch of the inferior dental nerve. Small nerves have been described in the vertebral bodies of man and animals which could give rise to neurilemmoma (Pedersen et al., 1956; Stilwell, 1956; Sherman, 1963) .
A careful search of recent literature, together with the present case, revealed nine cases of neurilemmoma possibly arising within a vertebral body. Of these, six cases were described by Cohen et al. (1964) and one each by Orf (1970) and Dickson et al. (1971) . The present case was the only one in the cervical spine. Of the other eight, one was in a thoracic vertebra, four in lumbar vertebrae, and the remaining three in the sacrococcygeal vertebrae.
They had several clinical features of interest. They all had long histories, extending over several years. Seven were women, and two were in men. Seven presented with pain, the other two presented with neurological symptoms. Five had neurological signs when they were first seen, four did not. One had the features of von Recklinghausen's disease (neurofibromatosis). The radiological appearances in these cases were variable. In our case and that of Orf (1970) the lesion spanned a disc space involving two vertebral bodies. In the others only one body was involved. The lesion in our case was thought to be an aneurysmal bone cyst. The radiological features of these cases, as described, seem to fall into two groups perhaps related to their point of origin. In one group there is gross destruction of the vertebral body, lamina and pedicle from an extrinsic expanding lesion, as in four cases described by Cohen et al. (1964) and in Orf's case where LI and L2 vertebrae were involved. In the remaining group of three cases there was an erosive expanding lesion within the vertebral body, with sclerotic margins. This is seen in the present case and corresponds nicely with the microscopical appearance of the decalcified specimen (Fig. 5) . This also resembles the radiographic appearance of neuri-780 group.bmj.com on July 6, 2017 -Published by http://jnnp.bmj.com/ Downloaded from lemmoma in other bones, such as the various long bones (see Gross et al., 1939; Seth et al., 1963) .
A historical review of the various surgical approaches to the vertebral body is given by Verbiest (1968) who first used the anterior approach with bone grafting for an aneurysmal bone cyst in the body of L5 vertebra in 1942, and for a chordoma in the body of T12 vertebra in 1946.
The first anterior approach in the cervical region for tumour, followed by bone graft is described by Cloward (1960) . He had a patient with a neurofibroma of the left C3 nerve root previously treated by posterior laminectomy, and this tumour had gone on to destroy the bodies of C3 and C4 vertebrae. He removed the tumour and filled the space with cadaver iliac bone graft. At the time the body of C4 vertebra had collapsed and dislocated posteriorly into the spinal canal. It is, of course, to prevent a similar difficulty should the anterior fusion have failed, that the preliminary posterior fusion was carried out on this patient. Bailey and Badgley (1960) performed a similar posterior fusion with wire between C2 and C7 vertebrae before using an anterior approach and graft of autogenous iliac crest bone, to treat a giant cell tumour which had eroded the bodies of C4 and C5 vertebrae. A two stage procedure with an iliac bone graft was also used by Buck and Bailey (1969) to treat an aneurysmal bone cyst in a cervical vertebral body. Finally, Martin and Williamson (1970) 
